evaluation of perioperative and early functional outcomes were the main study endpoints.
INTRODUCTION AND OBJECTIVES: Kidney transplantation (KT) is the gold standard treatment for patients with end-stage renal disease. Robot-assisted kidney transplantation (RAKT) makes the transplant accessible to patients with a body mass index (BMI) greater than 30. Obese patients are mostly contraindicated for laparotomy. We present the results at 2 years of a prospective, monocentric study in patients with a BMI> 30.
METHODS: A prospective, monocentric study started in December 2015 evaluating peri-operative and post-operative results of robot-assisted RT in obese patients.
RESULTS: 16 patients were included, 4 women and 12 men with a mean age of 49 years (32-75), mean BMI of 31 kg/m 2 (30-40), an average creatinine pre-transplantation at 535 micromol/L (269 -919), eGFR 11 ml/min/1.73m 2 (4-24), an average ASA score of 2. The mean operating time was 168 min (110-300) with a mean duration for vascular anastomoses of 33 min (17-43) and average blood loss <150 ml. The warm ischemia time was 44 min (28-55). 1 patient had 2 renal arteries. During the surgery, a doppler and an arteriography were performed due to poor graft staining. 1 patient had conversion to laparotomy for poor graft position. 7 days after the graft, the creatinemia was 264 micromol/l (105-850). The average length of stay was 6 days (4-8).
CONCLUSIONS: This is the first French series on RAKT in obese patients. This assisted robotic approach is reproductible and safe and opens up new opportunities for morbidly obese patients usually contraindicated in renal transplantation. METHODS: Data of 60 RAKT was prospectively collected and compared with propensity matched 60 cases of OKT out of 293 OKT done during the same period. All graft kidneys were harvested laparoscopically. Kidney was wrapped in an ice slush jacket and inserted into the abdominal cavity of the recipient through a midline umbilical (27 patients) or Pfannensteil approach (33 patients). A GelportÒ was used to seal the midline incision. The data was statistically analysed.
RESULTS: The two groups were comparable in terms of age, sex, duration on hemodialysis warm ischemia time (WIT), cold ischaemia time (CIT) and donor kidney glomerular filtration rate (GFR). Recipients in RAKT group had higher body mass index. Requirement of peri-operative analgesia was significantly less in RAKT group.Re-warm ischemia time was significantly longer in RAKT group. Functional outcomes in terms of serum creatinine were similar in both the groups at post-operative day 7 and day 90.
CONCLUSIONS: RAKT confers advantage of decreased wound morbidity with similar functional outcomes as compared to OKT in short term. It looks promising; however, long term follow-up of larger number of patients in needed.
INTRODUCTION AND OBJECTIVES: Open kidney transplantation (OKT) is the preferred approach in kidney transplantation (KT), but robot-assisted kidney transplantation (RAKT) has been recently standardized. The main aim of this study is to prospectively quantify the inflammatory response and the functional results of OKT vs RAKT.
METHODS: We prospectively compared the inflammatory response between standard OKT and RAKT. 30 patients underwent pre-emptive KT between January and December 2017 (15 RAKT, 15 OKT). Blood levels of inflammatory markers (NGAL, CRP, IL-6) were measured at several time points: T0 (preoperative/baseline), T1(H1), T2(H6), T3(H12), T4(H24), T5(D2), T6(D3) and T7(D5) after KT. Serum creatinine and estimated glomerular filtration rate (eGFR) were evaluated at postoperative days 1, 3 and 7. A point-to-point analysis was performed, the differences in clinical variables between RAKT and OKT were evaluated using the unpaired t-test or non parametric Mann Whitney U test.
RESULTS: IL-6 and CRP significantly increased in both groups after surgery compared with baseline (Âd9 and Âd15 respectively, all p<0.01). There was a significant difference in the mean level of IL-6 at T1 (H1) and T3(H12) in the advantage of RAKT (p<0.01). Significant differences in the mean level of CPR were found at T3(H12) and T5(D2) in the advantage of RAKT (p<0.01). Compared to baseline NGAL significantly decreased in both RAKT (p<0.01) and OKT (p<0.01). Significant differences in the mean level of NGAL were found at T3(H12), T4(H24) and T6(D3) in the advantage of RAKT. Serum creatinine and eGFR at postoperative days 1, 3 and 7 were similar in RAKT and OKT (all p>0.05).
CONCLUSIONS: RAKT trended to induce a lower inflammatory response compared with OKT. Short term functional outcomes and complications rate were similar in RAKT vs OKT.
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INTRODUCTION AND OBJECTIVES: Kidney autotransplantation (KAT) is the ultimate way to salvage kidneys with complex renovascular, ureteral or malignant pathologies that are not amendable to in situ reconstruction. Minimal invasive approach could broaden its adoption, due to the lower morbidity and high quality of anastomosis. We give an update of perioperative parameters and early (3 months) functional outcomes of the first robot-assisted kidney autotransplantation (RAKAT) series.
METHODS: 10 patients underwent RAKAT (male/female 3/7; left/right 8/2), for complex ureteral strictures (8), severe left renal vein nutcracker (1) and loin-pain hematuria syndrome (1), between March 2017 and September 2018. Alternatives discussed with the patients were laparoscopic nephrectomy, Boari flap and ileal interposition. All patients gave written informed consent. In 9 patients the kidney was exteriorised for preparation on the bench; 2 patients underwent table top vascular reconstruction and 1 ex vivo flexible ureteroscopy to extract a 6 mm lower pole lithiasis. The technique is presented in the enclosed figure. RESULTS: RAKAT was successful in all patients. Mean operative and console time was 405 and 304 min with median vascular and ureteral anastomosis time 25 and 23 min. Median warm, cold and rewarming ischemia time was 3, 175 and 48 min respectively. No patient needed open conversion. 3 patients had a major 90d postoperative complication (grade 3b): wound dehiscence needing wound revision, stent dislodgment needing repositioning and left calf compartment
